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Introduction: People with mental illnesses are overrepresented in the criminal justice system. 
Justice-involved people with mental illnesses experience worse criminal justice outcomes and 
are at increased risk of homelessness, unemployment, stigma, trauma, and poor physical health. 
Low social support is repeatedly associated with worse mental health outcomes in the general 
population but little is known about prosocial support among probationers with serious mental 
illnesses and its impact on mental health functioning. We sought to investigate the relationship 
between social support and mental health functioning for probationers with severe mental 
illnesses. Methods: A cross-sectional study design, using data from a large, randomized 
controlled trial of specialty mental health probation, was used to examine the relationships 
between social support and mental health functioning. To assess social support, we used the 
Duke-UNC Functional Social Support Questionnaire (FSSQ) and to assess mental health 
functioning we used the Symptom Checklist-10-Revised (SCL-10-R). The sample was separated 
into probationers who self-reported high vs. low social support and we used bivariate inferential 
statistics to examine the relationship between group status (i.e. high vs. low social support) and 
demographic and mental health outcomes. Results: Probationers with depression and PTSD 
were more likely to self-report low social support. Additionally, the low support group reported 
higher symptomatology of mental illness than the high support group. Probationers in the low 
support group also reported lower quality relationships with their probation officers. Discussion: 
The findings presented here have important practical implications for developing needs 
assessments for people who are justice-involved. Future research should inform the possibility of 
probation officers providing social support to people on probation; investigate the feasibility of 
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delivering trauma-informed care in the criminal justice system; and highlight the importance of 





Mental Illness in the Criminal Justice System 
 The U.S. is home to more than two million justice-involved1 people at any given time 
(Morrissey, Domino, & Cuddeback, 2016). People with serious mental illnesses2 are 
overrepresented in jails, prisons, and probation/parole populations. A SAMHSA report estimated 
that of adults in the U.S. who were on parole or supervised release from jail, 33.5% had a mental 
illness in the last year and 31.7% had a substance use disorder in the last year. Comparatively, 
18.1% of the general population had a mental illness (SAMHSA, 2015, 2018).  
 Clearly, people with mental illnesses are overrepresented in the criminal justice system; 
however, Draine and colleagues (2002) caution against blaming this phenomenon entirely on the 
criminalization of mental illness (i.e., the idea that people with mental illness are justice-involved 
because of their mental illnesses). In some cases, mental illness may be a factor in criminality, 
but Draine and colleagues assert that people with mental illnesses are more likely to have other 
risk factors for justice involvement, including being unemployed, having low income, being less 
educated, and having substance use disorders (Draine, Salzer, Culhane, & Hadley, 2002). 
Further, in a study of more than 100 prisoners with serious mental illnesses, Peterson and 
colleagues found that nearly ⅔ of crimes (64.7%) were completely independent of the mental 
illness of the perpetrator (Peterson, Skeem, Kennealy, Bray, & Zvonkovic, 2014).   
 Serious mental illnesses adversely affect people’s experiences of the criminal justice 
system. People with mental illnesses receive longer sentences for the same crimes than those 
                                               
1 “Justice-involved” includes people in jails, prisons, and parole and probation populations. 
2 Serious mental illness (SMI) is defined as having, “at any time during the past year, a diagnosable mental, behavioral, or 
emotional disorder that causes serious functional impairment that substantially interferes with or limits one or more major life 
activities” (SAMHSA, 2017, p.1). 
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without mental illnesses and individuals with serious mental illnesses fare more poorly with 
regard to parole release decisions (Hartwell, 2004; Matejkowski, Caplan, & Wiesel Cullen, 
2010). Parolees with mental illnesses are more likely to have their parole suspended or revoked 
than those without mental illness (Skeem & Louden, 2006). Further, people with mental illnesses 
remain incarcerated for longer compared to people without mental illnesses (Council of State 
Governments Justice Center, 2012).  
Justice-involved people with mental illnesses are a particularly vulnerable population that 
experiences high rates of substance abuse, homelessness, and stigma (Mallik-Kane & Visher, 
2008; Skeem & Louden, 2006). Justice-involved people with mental illnesses are much more 
likely to have a substance use disorder than justice-involved people who do not have a mental 
illness (Skeem & Louden, 2006). People who are incarcerated who have a dual diagnosis of 
mental illness and substance abuse are more likely than other people who are incarcerated to 
have been homeless in the year preceding their arrest (Hartwell, 2004; James & Glaze, 2006; 
Mallik-Kane & Visher, 2008; McNiel, Binder, & Robinson, 2005).  
More than 10% of people who are incarcerated had been homeless at some point in the 
year preceding their incarceration, and 3% of people who are incarcerated were homeless at the 
time of incarceration. Mental illnesses and substance use disorders are common throughout the 
jail population, but people in jail who were homeless at the time of their arrest are 20% more 
likely than other people in jail to have a mental illness, substance use disorder, or co-occurring 
mental illness and substance use disorder (Greenberg & Rosenheck, 2008). Homelessness can 




 Mental illnesses and incarceration are each individually associated with poorer physical 
health outcomes. Cuddeback and colleagues found that people with severe mental illnesses who 
have a history of incarceration were 40% more likely to have a general medical problem than 
people with severe mental illnesses without a history of incarceration (Cuddeback, Scheyett, 
Pettus-Davis, & Morrissey, 2010).  
 Further, in a review of trauma exposure among people with mental illnesses in jails and 
prisons, Crisanti and Frueh (2011) found that traumatic victimization is rampant in the criminal 
justice system and that persons with mental illnesses are at heightened risk. They found that 
people in prison with mental illnesses are eight times more likely to be victims of sexual abuse 
than people in prison without mental illnesses. The prevalence of sexual and physical abuse was 
much higher for women than men and abuse was found to be perpetrated by both fellow inmates 
and correctional staff (Crisanti & Frueh, 2011; Hayes, 2015; James & Glaze, 2006). Women with 
mental illnesses who are involved in the criminal justice system are at high risk of interpersonal 
violence, which is related to their justice involvement and mental health functioning (Lynch et 
al., 2017).  
Most individuals who are in prison will eventually be released and may rely on social 
support from families, friends and communities who are not qualified to provide it, leaving 
released prisoners with poor social support throughout the reentry process (Wallace et al., 2016). 
People with mental illnesses who are released from prison experience higher rates of 
unemployment than other people released from prison, and face substantial barriers to finding 
employment upon community reentry (Baillargeon, Hoge, & Penn, 2010; Ditton, 1999; James & 
Glaze, 2006; Mallik-Kane & Visher, 2008; Solomon, Johnson, Travis, & McBride, 2004).  
Recidivism and Risk Factors for Recidivism 
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Within five years of release, 76.6% of released prisoners are re-arrested (Durose, Cooper, 
& Snyder, 2014). The Bureau of Justice Statistics (2018) found that such recidivism occurs well 
beyond the typical three- and five-year follow-up periods; 83% of prisoners were re-arrested 
within nine years of release. Of prisoners released in 2005, nearly 26% were in prison for a 
violent offense and 31.9% were in prison for drug-related offenses (Alper & Durose, 2018).  
Estimates of the recidivism rate for offenders with mental illnesses vary. A study from 
Washington State found that in a 27-55 month follow-up period, 77% of offenders with mental 
illnesses were re-arrested. This number did not differ significantly from the general population of 
offenders in the study and is in line with the Bureau of Justice Statistics figures for 3-year re-
arrest rates for the general prison population (Alper & Durose, 2018; Gagliardi, Lovell, Peterson, 
& Jemelka, 2004; Ventura, Cassel, Jacoby, & Huang, 1998). Recidivism and its risk factors are 
widely studied, in part because deterrence is a commonly stated goal of the criminal justice 
system. Over the past thirty years, a large body of academic work has developed to determine 
risk factors for and predictors of recidivism, also known as criminogenic risks.  
Andrews and colleagues identified eight risk factors for recidivism: history of antisocial 
behavior, antisocial personality pattern, antisocial cognition, antisocial associates, family and/or 
marital connections, school and/or work, leisure and/or recreation patterns, and substance abuse 
(Andrews, Bonta, & Wormith, 2006). History of antisocial behavior is defined as previous and 
sustained exhibition of actions not in the public interest or that might harm others (Porta & Last, 
2018). Antisocial personality pattern refers to “a behavior-based assessment of early and diverse 
problems,” which might include pleasure-seeking, lack of self-control, and aggression, while 
antisocial cognition comprises “attitudes, values, beliefs and rationalizations,” which support the 
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committing of crimes and which might be considered as a criminal identity (Andrews et al., 
2006, p. 11).  
Andrews and colleagues define antisocial associates as connection to other people who 
commit crimes and simultaneous distance from people who do not commit crimes (Andrews et 
al., 2006). Family and/or marital connections takes into consideration both the support that these 
groups can offer and their ability to observe the offender’s behavior (Andrews et al., 2006). The 
criminogenic risks of school and/or work and leisure and/or recreation are defined by low 
involvement, performance, and satisfaction with these diversions (Andrews et al., 2006). Finally, 
substance abuse entails abuse of alcohol and/or other drugs.  
The predictors of recidivism among offenders with mental illnesses are very similar to 
the predictors for offenders without mental illnesses (Bonta, Law, & Hanson, 1998). Andrews 
and colleagues suggest that mental illness itself is not a criminogenic risk factor but that justice-
involved people with mental illnesses probably have more, and higher levels, of the criminogenic 
risk factors (Andrews et al., 2006; Bonta et al., 1998). Both antisocial associates and 
family/marital are criminogenic risk factors indicating that social networks and social support 
may play an important role in justice outcomes.  
There is some discrepancy about the nature of the relationship between social support and 
criminal justice outcomes. Andrews and colleagues demonstrate that associating with people 
who commit crimes is a risk factor for recidivism and there is evidence to suggest that some 
types of social networks are associated with increased risk of criminal justice involvement 
(Calley, 2012; Davis & Brekke, 2013).  
Conversely, Bahr and colleagues found that “associating with family members and peers 
who are law abiding may help constrain parolees who are tempted to participate in illegal 
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behavior” (Bahr, Harris, Fisher, & Harker Armstrong, 2010, p. 670). Similarly, a study in 
Connecticut found that there was an association between friendships with people who do not use 
substances and decreased likelihood of incarceration (Luciano et al., 2014). According to the 
Report of the Reentry Policy Council, families might be a source of strength and support for 
people transitioning from incarceration (Council of State Governments, 2013). As many as 71% 
of prisoners return to live with their families after they are released from prison (LaVigne, 
Kachnowski, Travis, Naser, & Visher, 2003). Interestingly, prisoners with mental illnesses 
reentering the community reported receiving less support from their families than other prisoners 
(Mallik-Kane & Visher, 2008). Engaging released individuals and their families in a reentry 
program may improve reentry outcomes such as substance abuse and re-arrest rates (Council of 
State Governments, 2013).  
Social Support as a Social Determinant of Health 
 The social determinants of health are the “conditions in the environments in which people 
are born, live, learn, work, play, worship, and age that affect a wide range of health, functioning, 
and quality-of-life outcomes and risks” (Office of Disease Prevention and Health Promotion, 
2010, p. 1). Mental health is shaped by many of the same social determinants that affect physical 
health (Allen, Balfour, Bell, & Marmot, 2014). These include education, unemployment, income, 
and the built environment, among others (Allen et al., 2014). Notably, there is substantial overlap 
between the determinants of poor health and criminogenic risk factors. Draine and colleagues 
suggest that this overlap might account for the high prevalence of mental illnesses in the criminal 
justice system (Draine et al., 2002). 
Isolation has increasingly gained attention as a social determinant of health. Social 
isolation is the experience of being alone, while loneliness is the feeling that you are alone 
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(Chou, Liang, & Sareen, 2011; Mann et al., 2017). Allen and colleagues found that “loneliness in 
older people has been linked to depressive symptoms, poor mental health and cognition, alcohol 
dependence, suicidal ideation, and death” (Allen et al., 2014, p. 397). Further, research from the 
UK has shown that high levels of social support lead to decreased odds of having a common 
mental disorder. Interestingly, Smyth and colleagues found that perceived emotional support was 
more strongly associated than instrumental support for mental health (Smyth, Siriwardhana, 
Hotopf, & Hatch, 2015). There is a well-established protective effect of social ties on mental 
health and similarly, and conversely, social isolation is repeatedly connected to poorer mental 
illness outcomes (Chou et al., 2011; Kawachi & Berkman, 2001; Sias & Bartoo, 2007).  
For example, Chou and colleagues (2011) used an observational study design and data 
from the National Epidemiologic Survey on Alcohol and Related Conditions to examine the 
association of absence of frequently contacted close friends and frequently contacted fellow 
members of religious groups with mood, anxiety and substance use disorders. Mood and 
substance use disorders were measured using the Alcohol Use Disorder and Associated 
Disabilities Interview Schedule - DSM IV Version and social isolation was measured using four 
items from the Social Network Index. Individuals were classified as being without a frequently 
contacted close friend if they indicated that they did not have close friends or did not see them at 
least once every 2 weeks and individuals were classified as being without frequently contacted 
members of their religious groups if they did not regularly attend a religious service or did not 
see or talk to members of their religious group at least once every 2 weeks. Results indicated that 
10% of the study population lacked a frequently contacted close friend and 58.7% lacked a 
frequently contacted member of their religious group (Chou et al., 2011).  
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Chou and colleagues found that after controlling for sociodemographic characteristics 
and other indicators of social isolation, such as family ties, individuals without a frequently 
contacted close friend were significantly more likely to have “mood disorder, MDD, dysthymic 
disorder, social phobia, GAD, alcohol use disorder, and alcohol abuse disorder” (p.1471) than 
the rest of the population and that lack of a frequently contacted member of their religious group 
was “positively and significantly associated with any Axis I disorder (psychological diagnoses 
excluding personality disorders), any substance use disorder, alcohol use disorder, alcohol abuse 
disorder, alcohol dependence disorder, drug use disorder, drug abuse disorder, and nicotine 
dependence” (p.1471). The sizes of the associations were not large, but given the high 
prevalence of absence of a frequently contacted close friend or religious group member, Chou 
and colleagues argue that the findings are still highly relevant (Chou et al., 2011).  
In their review of the literature on social ties and mental health, Kawachi and Berkman 
(2001) describe two commonly proposed mechanisms for the positive association between social 
ties and mental health: the main effect model, which hypothesizes that social networks provide 
people with normative guidance and personal support, and the stress-buffering model, which 
postulates that social support mitigates the detrimental effects of events that are damaging to 
health (2001). The authors note that an association between social support and mental health is 
firmly established, but there is much less literature to support a causal pathway between the two. 
Kawachi and Berkman emphasize the lack of intervention literature, but do cite a study in which 
women with chronic depression who were randomly assigned to a volunteer friendship program 
saw statistically significant remission of symptoms compared to the control group (Brown & 
Harris, 1978; Kawachi & Berkman, 2001).    
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There is, however, a dearth of research on the relationship between social isolation and 
mental illness in the justice-involved population. Johnson and colleagues (2011) examined the 
effects of social support on depression for incarcerated adolescents. They used the Children’s 
Depression Inventory to measure depression and the Social Support Questionnaire 6 to assess 
social support. Results indicated that higher levels of social support significantly predicted lower 
depression scores (Johnson et al., 2011).  
Additionally, Skeem and colleagues (2009) interviewed and observed probationers with 
co-occurring mental health and substance abuse disorders about their social networks to assess 
whether they are subject to social control and to investigate the association between their social 
relationships and various outcomes, including probation violation. They included probationers 
who self-reported co-occurring mental health disorders and substance use disorders. Results 
indicated that this population of probationers had relatively small social networks. Most of them 
included a professional, like a probation officer or healthcare provider, in their network but also 
included high proportions of individuals who engage in risky behavior. Interestingly, future 
probation violations were predicted when probationers had low relationship quality with 
probation officers and also with their “core network,” which Skeem and colleagues defined as 
the five individuals with whom the probationer spends the most time. This study also indicated 
that the size of the probationer’s social network was more closely associated with an individual’s 
outcomes than social support itself (Skeem, Louden, Manchak, Vidal, & Haddad, 2009).  
In the context of social isolation, much has been written about the damaging effects of 
administrative segregation among people in prison, especially those with mental illnesses. 
Administrative segregation, also known as solitary confinement or isolation, is a form of 
enforced isolation in which a prisoner is held in a cell by himself or herself, typically for more 
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than twenty-one hours per day and without opportunity for environmental engagement or social 
interaction (Grassian, 2006). Administrative segregation can lead to exacerbation of mental 
illness and even to emergence of mental illness in people who had previously exhibited no 
symptoms (Grassian, 2006).  
People with mental illnesses are at high risk for severe reactions to administrative 
segregation and consequences of administrative segregation may remain for decades after the 
episode (Grassian, 2006). Further, people with serious mental illnesses are more likely to be 
placed in administrative segregation, and to spend substantial amounts of time there than other 
people in prison (Haney, 2003; Smith, 2006). According to Grassian, a board-certified 
psychiatrist, one of the long-term effects of administrative segregation is intolerance of social 
interaction. Thus, people who have experienced administrative segregation may be expected to 
have weaker social networks than those who have not (2006).  
Additionally, prisons are often geographically isolated from society, which may result in 
social isolation for people in prison, especially if secluded geography proves to be a barrier to 
maintaining relationships with loved ones (Gaillard & Navizet, 2012). Indeed, prisons in the U.S. 
are disproportionately located in rural areas, which may lack transport infrastructure to support 
family visits (Huling, 2002; King, Mauer, & Huling, 2003). Access to phone calls can be 
restricted by prison rules or by high cost, and this can prevent people in prison from maintaining 
relationships with people who are not incarcerated (Grinstead, Faigeles, Bancroft, & Zack, 2001; 
Gustin, 2018) 
Prosocial Support among Probationers with Serious Mental Illnesses 
Other than the important exploratory work conducted by Skeem and colleagues, little is 
known about prosocial support among probationers with serious mental illnesses and its impact 
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on mental health functioning. What is the relationship between social support and mental health 
functioning for probationers with serious mental illnesses? The aim of this research is to 
contribute to our knowledge of the role of social support in mental health outcomes among 




A cross-sectional study design, using data from a large, randomized controlled trial of 
specialty mental health probation3, was used to examine the relationships between social support, 
and mental health functioning and other mental health outcomes. In the larger study, high-risk 
probationers (i.e., levels 1, 2, or 3 with respect to the state’s recidivism risk classification 
system4), who had a positive indication for mental health problems were recruited and randomly 
assigned to either specialty mental health probation or regular probation. 
 Eligibility criteria for the study were a diagnosis of severe mental illness (SMI) and the 
capacity to provide informed consent. Trained research staff used the Mini-International 
Neuropsychiatric Interview (MINI) to confirm a qualifying diagnosis of major depression 
(current), bipolar disorder, schizophrenia, and/or posttraumatic stress disorder (PTSD) (Lecrubier 
et al., 1997).  
Baseline interviews with study participants included demographic information, standardized 
measures of mental health functioning, social networks (researcher-created), and measures of 
each subject’s relationship with his or her probation officer.  
                                               
3	Registered with clinicaltrials.gov, identifier: NCT02990026	
4 North Carolina assigns offenders to risk levels based on the Offender Traits Inventory and a needs assessment (North Carolina 
Department of Correction, 2011)	
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The study was reviewed and approved by the Institutional Review Board at the University of 
North Carolina at Chapel Hill.  
Sample 
Between October 2014 and February 2016, 204 probationers with SMI were interviewed. 
Of the 204 probationers who were interviewed, 194 had completed the Duke-UNC Functional 
Social Support Questionnaire (FSSQ). This sample was separated into those probationers who 
self-reported high vs. low social support, where high social support is an FSSQ score ≥ 26 and 
low social support is an FSSQ score ≤ 25. The characteristics of these probationers are shown in 
Table 1. The average age of probationers was 33.46 years (SD = 11.26) and 59% (n = 120) were 
male. They were mostly African American (50%, n = 101) or white (40%, n = 81), while 4% 
identified as Hispanic. More than a quarter (27%, n = 53) reported having less than or equal to a 
high school education. A third (37%, n = 74) of the probationers were unemployed and 48% (n = 
98) did not have health insurance. At the time of the baseline interview, 46% (n = 94) were on 
probation for the first time. The average sentence length for this sample of probationers was 
23.96 months (SD = 16.69). This sample is made up of probationers with serious mental illnesses 
but at the time of baseline interview, only 53% (n = 109) of them were in mental health services 
such as counseling or medication management. 
Measures 
To assess social support among study participants we used the Duke-UNC Functional Social 
Support Questionnaire (FSSQ) (Broadhead, Gehlbach, de Gruy, & Kaplan, 1988). The FSSQ is a 
self-administered 8-item instrument using a 5-point Likert scale. Higher scores indicate greater 
perceptions of social support. The FSSQ has acceptable test-retest reliability (0.66) (Broadhead 
et al., 1988). Factor analysis and internal consistency analysis indicate that the measure covers 
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five distinct types of support: visits, praise, instrumental support, affective support, and confidant 
support.  
Symptomatology of mental illness was assessed using the Symptom Checklist-10-Revised 
(SCL-10-R), a 10-item measure based on the longer Symptom Checklist-90-Revised (SCL-90-
R), a well-validated 90-item measure of general psychological distress (Derogatis, Rickels, & 
Rock, 1976; Derrogatis, Lipman, & Covi, 1973; Rosen et al., 2000). The SCL-10-R uses items 
from each of the nine sub-scales included in the SCL-90-R. Higher scores indicate greater levels 
of psychological distress. Evidence suggests that the SCL-10-R has acceptable internal 
consistency, the Cronbach’s alphas all exceeded 0.80 (Rosen et al., 2000). It is also reported to 
have reasonable convergent validity. 
To assess the quality of the relationship between a probationer and his or her probation 
officer, we used the Dual Role Relationship Inventory: Revised (DRI-R), a thirty-question 
instrument, which uses a 7-point Likert scale to assess how a person on probation feels about his 
or her probation officer (Skeem, Louden, Polaschek, & Camp, 2007). A higher score indicates 
better relationship quality. The DRI-R assesses three elements of the relationship: fairness and 
caring; trust; and toughness (Skeem, Kennealy, & Manchak, 2014). Evidence suggests that the 
DRI-R has high internal consistency, the Cronbach’s alphas all exceeded 0.85. It is reported to 
have reasonable convergent validity and construct validity (Skeem et al., 2007).  
Data Analysis 
 We used descriptive statistics to describe the sample’s baseline functioning with respect 
to the standardized measures and outcomes enumerated above.  
Next, the sample was separated into those probationers who self-reported high vs. low 
social support and we used bivariate inferential statistics to examine the relationship between 
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group status (high vs. low social support) and demographic and mental health outcomes. 
Independent groups t-tests were used to examine the relationship between group status and 
continuous measures and chi-squared tests were used to examine the relationship between group 




Descriptive statistics of the sample can be found in Table 1, along with test statistics 
examining the relationship between social support group status and various demographic 
variables.  
Bivariate Inferential Statistics: Demographic Characteristics 
There were no statistically significant differences between the demographic 
characteristics of the low-social support group and high-social support group. In the high-support 
sample, 37% (n = 102) were female while in the low-support sample, 45% (n = 92) were female. 
In the high-support sample, 45% (n = 101) were white and in the low-support sample 37% (n = 
91) were white. 
As shown in Table 1, the percentage of respondents in the high-support sample who had 
less than a high school education was 29% (n = 101) and the percentage of respondents in the 
low-support sample who had less than a high school education was 22% (n = 90). In the high-
support sample, 52% (n = 102) of respondents had health insurance and in the low-support 
sample, 48% (n = 92) had health insurance. The percentage of respondents in the high-support 
sample who were receiving mental health services was 57% (n = 102) and the percentage of 
respondents in the low-support sample who were receiving mental health services was 52% (n = 
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91). The average age of the low-support group was 33.05 (SD = 10.46) and the average age of 
the high-support group was 33.57 (SD = 11.86). 
Bivariate Inferential Statistics: Mental Illnesses 
The percentage of respondents in the high-support sample who had bipolar disorder was 
78% (n = 102) and the percentage of respondents in the low-support sample who had bipolar 
disorder was 85% (n = 92). The percentage of respondents in the high-support sample who had 
schizophrenia was 13% (n = 102) and the percentage of respondents in the low-support sample 
who had schizophrenia was 23% (n = 91). These were not statistically significant differences.  
However, as shown in Table 1, the percentage of respondents in the high-support group 
who had depression was 67% (n = 102) and the percentage of respondents in the low-support 
group who had depression was 82% (n = 92), and this was a statistically significant difference 
(X2 (1) = 5.5085, p < .05). Similarly, the percentage of respondents in the high-support group 
who had PTSD was 35% (n = 102) and the percentage of respondents in the low-support group 
who had PTSD was 63% (n = 92). This was also a statistically significant difference (X2 (1) = 
14.9131, p < .001).  
The average SCL-10-R score, measuring symptomatology of mental illness, for the low-
support group was 22.98 (SD = 8.23) and the average SCL-10-R score for the high support group 
was 16.09 (SD = 8.66), and this was a statistically significant difference (t (190) = 5.98, p < 
.001). 
Bivariate Inferential Statistics: Criminal Justice and Social Support Characteristics 
The percentage of respondents in the high-support sample who had had a prior probation 
sentence was 47% (n = 102) and the percentage of respondents in the low-support sample who 
had had a prior probation sentence was 59% (n = 92). The average number of months on 
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probation for the low-support group was 6.68 (SD = 6.98) and the average number of months on 
probation for the high-support group was 6.11 (SD = 5.09). The average sentence length of the 
low-support group was 24.45 (SD = 16.89) and the average sentence length for the high-support 
group was 24.08 (SD = 17.10). These were not statistically significant differences.  
However, the average DRI-R score, measuring the individual’s relationship with his or 
her probation officer, for the low-support group was 135.11 (SD = 36.26) and the average DRI-R 
score for the high-support group was 148.99 (SD = 32.79), and this was a statistically significant 
difference, (t (192) = -2.60, p < .05) 
The average number of people that a probationer goes to for support was 2.45 (SD = 
1.61) for the low-support group and was 2.90 (SD = 1.61) for the high support group and this 
was a statistically significant difference (t (192) = -1.98, p < .05). The average number of 
agencies that a probationer goes to for support was 1.13 (SD = 1.02) for the low-support group 
and 1.45 (SD = 1.10) for the high-support group, and this was also a statistically significant 
difference (t (192) = -2.09, p < .05). 
Discussion 
  
We examined social support among a population of probationers with mental illnesses 
and used bivariate inferential statistics to examine the relationship between group status (high vs. 
low social support) and demographic and mental health outcomes for this population.  
Low Social Support is associated with Mental Illness Symptomatology  
 Bivariate inferential statistics indicated that those probationers in the low-support group 
had, on average, higher SCL-10-R scores signifying greater symptomatology of mental illness. 
This suggests some association between mental illness and low social support, although we 
cannot infer the directionality of this relationship. It is possible that low social support leads to 
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mental illness, but it is also possible that people with serious mental illnesses self-isolate and 
thus limit their social support networks. These results are in line with the work of Johnson and 
colleagues who found that higher levels of social support significantly predicted lower 
depression scores for incarcerated adolescents (Johnson et al., 2011).  
Additionally, like Skeem and colleagues, we found that these probationers had relatively 
small social networks. The mean number of people probationers said they could go to for support 
was 2.69 (SD = 1.62) and the mean number of agencies probationers said they could go to for 
support was 1.30 (SD = 1.07). We found a small, but statistically significant difference in the 
number of people and agencies a probationer said he or she could go to for support, which varied 
by low or high social support group. Among the probationers in Skeem and colleagues’ study, 
the mean number of people in a probationer’s social network was 5.9 (SD = 3.8), and Skeem and 
colleagues found that the core social networks of most probationers included a professional, like 
a probation officer or healthcare provider (Skeem et al., 2009).  
 Probationers who self-reported low social support had significantly higher rates of 
depression and PTSD than those who self-reported high social support. Conversely, there was 
not a statistically significant difference in rates of bipolar disorder or schizophrenia. The 
probationers in the low social support group also experienced lower quality relationships with 
their probation officers, as measured by the DRI-R.  
Policy and Practice Implications 
Our results indicate that social support is closely tied to mental health functioning and it 
would thus be prudent to incorporate measures of social support into risk and needs assessments 
for people on probation. The North Carolina Offender Needs Inventory (OTI) does ask about 
satisfaction with current family life and asks probationers how many friends they have, although 
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it is unclear what weighting is given to this part of the risk assessment process (North Carolina 
Department of Correction, 2011).  
We found that probationers with depression and PTSD are more likely to be in the low 
social support group and this could be problematic with respect to criminal justice outcomes. The 
large proportion of probationers in the study with PTSD raises serious questions about the 
delivery of trauma-informed care in the criminal justice setting and, indeed, whether it is 
feasible. Additionally, these findings highlight the importance of connecting people socially and 
integrating them into their communities, since those with mental illnesses are particularly likely 
to face stigma and isolation. Future practice should emphasize collaboration between mental 
health services and the criminal justice system.  
Finally, the lower average DRI-R score for probationers in the low social support group 
suggests that the quality of a probationer’s relationship with his or her probation officer is 
associated with the level of social support he or she perceives. Probation officers take on a “dual 
role,” acting both as law enforcement officers and as supportive figures and resources for the 
probationers under their supervision (Skeem et al., 2014). For probationers with mental illnesses, 
our results suggest that it is particularly important for probation officers to provide some social 
support, especially since the number of people in the probationer’s social network is likely small 
and may include people who engage in risky behavior, which is a criminogenic risk factor 
(Andrews et al., 2006; Skeem et al., 2009). This study did not assess the relationship between 
social support and criminal justice outcomes; however, the work of Skeem and colleagues found 
that future probation violations were predicted when probationers had low relationship quality 
with their probation officers, so this is an important issue to address with regard to reducing 
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recidivism and improving criminal justice outcomes for this high-risk population (Skeem et al., 
2009). 
Limitations  
This study is observational so while results suggest associations they cannot speak to 
causality or to the direction of these relationships. The FSSQ is a well-validated measure but has 
been most thoroughly tested on a young, white, female population so its generalizability to black, 
male populations is uncertain, which is a limitation of this study given the demographics of the 
study population. Additionally, the study population is not completely representative of the 
population of people on probation in North Carolina. Women are overrepresented in our study, 
which is 42% women. Only 10% of North Carolina’s prison release population in 2015 was 
female (North Carolina Sentencing and Policy Advisory Committee, 2018). This limits the 
generalizability of the study and might represent response bias, where certain probationers were 
more likely to agree to participate in the study than others.  
While there are several limitations, this study also has some major strengths. Firstly, our 
analysis was conducted on a relatively large sample of people on probation experiencing mental 
illnesses and is the first study of its kind to investigate social support and mental health 
functioning in this way. Additionally, the use of standardized measures to assess social support, 
mental health functioning, and relationship quality with probation officers is a strength of this 
study. Finally, this work contributes to the field and highlights the importance of connecting 
justice-involved people with community resources.  
Future Directions 
Building on the important work of Skeem and colleagues, which investigated the 
relationship between probationers’ social networks and their criminal justice outcomes, future 
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work should further explore the relationship between social support and criminal justice 
outcomes, as well as mental health outcomes.  
Additionally, there is currently little research that investigates levels of social support for 
probationers with and without mental illnesses to determine whether these effects are seen across 
populations or only among people with mental illnesses. Future efforts should be made to 
describe and compare social support and social networks for justice-involved people who do not 
have mental illnesses with the social support and social networks of those who do have mental 
illnesses.   
Further, this study has highlighted the importance of providing appropriate care to 
justice-involved people with mental illnesses and particularly the notion of a trauma-informed 
criminal justice system. Since the criminal justice system was not designed to be a provider of 
mental health services, it may be unrealistic to expect proficiency in this area. Perhaps the focus 
of future work should be to connect people with community mental health resources. For 
instance, interventions that attempt to connect people with serious mental illnesses who are on 
probation to the services they need.  
Given that the experience of justice-involvement may isolate individuals, it is important 
that we establish methods to link justice-involved people to prosocial support when their 
relationships with friends or family have been weakened. Additionally, research should 
investigate the support that people on probation need in order to do well on probation. Finally, 
future research should investigate interventions to address trauma in the criminal justice system, 
perhaps through trauma-focused cognitive behavioral therapy, which may need to be adapted to 





We sought to investigate the relationship between social support and mental health 
functioning for probationers with serious mental illnesses. We found that probationers reporting 
low social support have higher rates of depression and PTSD, experience higher 
symptomatology of mental illnesses, report lower quality relationships with their probation 
officers, and feel they have fewer people they can go to for support. This has important practical 
implications for developing needs assessments for people who are justice-involved, delivering 
trauma-informed care in the criminal justice system, and connecting people with mental illnesses 
to appropriate community services. There is much work to do to better understand interventions 
that address these issues.  
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Appendix A: Table 1.  
 Total sample (N= 204) High Social Support (N=102) Low Social Support (N=92) Test statistic, p value  
 % N % N % N  
Gender        
  Female 41.18 84 37.25 38 44.57 41 X2 (1) = 1.0709, p > .05 
  Male 58.82 120 62.75 64 55.43 51  
Race        
  White/Caucasian 39.71 81 44.55 455 37.366 34 X2 (1) = 1.0224, p > .05 
  Black/African American 49.51 101 46.53 47 50.55 46  
  Other 10.78 22 3.96 4 7.69 7  
Education        
  < High School 26.37 537 29.41 30 21.985 20 X2 (1) = 1.3782, p > .05 
  ≥ High School 73.63 148 70.59 72 78.02 71  
Insurance Status: Insured 51.96 106 51.96 53 48.91 45 X2 (1) = 0.1797, p >.05 
Prior Probation 53.92 110 47.06 48 58.70 54 X2 (1) = 2.6271, p > .05 
Sentence Length (months) (M±SD) 23.96 (16.69) 24.08 (17.10) 24.45 (16.89) t (192) = 0.1502, p > .05 
Age (M±SD) 33.46 (11.26) 33.57 (11.86) 33.05 (10.46) t (191) = -0.3216, p > .05 
  Depression 73.04 149 66.67 68 81.52 75 X2 (1) = 5.5085, p < .05 
  Bipolar 79.90 163 78.43 80 84.78 78 X2 (1) = 1.2911, p > .05 
  Schizophrenia 18.63 38 12.75 13 23.08 215 X2 (1) = 3.5373, p > .05 
  PTSD 48.04 98 35.29 36 63.04 58 X2 (1) = 14.913, p < .001 
In Mental Health Services 53.43 109 56.86 58 51.65 47 X2 (1) = 0.5272, p > .05 
FSSQ Score8 (M±SD) 26.46 (7.03) 32.13 (4.47) 20.39 (2.87)  
SCL-10-R9 Score (M±SD) 19.38 (8.67) 15.89 (7.72)10 23.12 (8.05)11 t (190) = 5.98, p < 0.001 
DRI-R12 Score (M±SD) 142.68 (34.84) 152.46 (33.01)13 140.162 (35.83)14 t (192) = -2.5983, p < .05 
Number of People in Network 2.69 (1.62) 2.90 (1.61) 2.45 (1.61) t (192) = -1.9750, p < .05 
Number of Agencies in Network 1.30 (1.07) 1.45 (1.10) 1.13 (1.02 t (192) = -2.0937, p <.05 
                                               
5 N=101 
6 N=91 
7 N = 201 
8 Functional Social Support Questionnaire - a self-administered 8-item questionnaire that assesses perceived social support 
9 Symptom Checklist 10 Revised - a 10-item measure used to assess psychological distress and mental illness 
10 N=97 
11 N=89 





Appendix B: Duke-UNC Functional Social Support Questionnaire 
 
Duke–UNC Functional Social Support Questionnaire (FSSQ) 
Here is a list of some things that other people do for us or give us that may be helpful or supportive.  Please read each statement 
carefully and place an ‘X’ in the column that is closest to your situation.  Give only 1 answer per row. 
                                                               5                             4                            3                            2                            1 
 	 As much as I would like	 Almost as much as I would like	 Some, but would like more	 Less than I would like	 Much less than I would like	
1. I have people who care what 
happens to me.	 	 	 	 	 	
2. I get love and affection.	 	 	 	 	 	
3. I get chances to talk to 
someone about problems at 
work or with my housework.	 	 	 	 	 	
4. I get chances to talk to 
someone I trust about my 
personal or family problems.	 	 	 	 	 	
5. I get chances to talk about 
money matters.	 	 	 	 	 	
6. I get invitations to go out 
and do things with other 
people.	 	 	 	 	 	
7. I get useful advice about 
important things in life.	 	 	 	 	 	
8. I get help when I am sick in 
bed.	 	 	 	 	 	
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